Objective: In the presence of an abdominal aortic aneurysm (AAA) with proximal severe neck angulation, most manufacturers advise against endovascular aneurysm repair (EVAR) because of proximal graft migration and type IA endoleak. However, those intraoperative complications might decrease in case of severe neck angulation with long neck morphology. This research assesses the infrarenal aortic neck anglelength (ANAL) index for prediction of intraoperative neck complications and adjunct neck procedure during EVAR in AAA with severe neck angulation.
Objective: In the presence of an abdominal aortic aneurysm (AAA) with proximal severe neck angulation, most manufacturers advise against endovascular aneurysm repair (EVAR) because of proximal graft migration and type IA endoleak. However, those intraoperative complications might decrease in case of severe neck angulation with long neck morphology. This research assesses the infrarenal aortic neck anglelength (ANAL) index for prediction of intraoperative neck complications and adjunct neck procedure during EVAR in AAA with severe neck angulation.
Methods: We retrospectively reviewed a prospective database of all nonruptured infrarenal AAAs with severe proximal neck angulation >60 degrees during the period from January 2010 to September 2017 at a single center. Intraoperative neck complications (graft migration, type IA endoleak, and renal artery coverage) and adjunct neck procedures (aortic cuff and Palmaz stent) to repair immediate proximal neck complications were reviewed, and ANAL index in all patients was analyzed. Latent profile analysis was used to classify patients into two groups based on the ANAL index. Categorical variables were analyzed using c 2 test or Fisher exact test, and continuous variables were analyzed using the independent t-test or Mann-Whitney U as appropriate.
Results: There were 115 patients included. Mean age was 77.1 6 6.5 years (68.7% male). Latent profile analysis classified patients into two groups, which were ANAL index 5 (group 1, 101 [87.8%] patients) and ANAL index >5 (group 2, 14 [12.2%] patients). Median infrarenal neck angle was 82 degrees (range, 60-146 degrees) in group 1 and 90 degrees (range, 73-120 degrees) in group 2 (P ¼ .001). Median neck length was 30 mm (range, 12-48 mm) in group 1 and 15 mm (range, 9-18 mm) in group 2 (P < .001). During the EVAR procedure, 29 (28.7%) patients developed neck complications in group 1 compared with 9 (64.3%) in group 2 (P ¼ .013). Regarding adjunct neck procedures, group 2 needed immediate repair more than group 1 (9 [64.3%] vs 20 [19.8%]; P ¼ .001). There was no statistical significance in organ and infective complications between the groups. Perioperative mortality was higher in group 2 compared with group 1 (two [14.3%] vs one [1%]; P ¼ .039).
Conclusions: The ANAL index might be useful for the prediction of intraoperative adverse neck complications during EVAR for AAA with severe neck angulation. The ANAL index >5 might be associated with adverse outcomes during the intraoperative period compared with the ANAL index 5.
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Prophylactic n-Butyl Cyanoacrylate Objective: Negative outcomes have been recognized during follow-up, and especially the incidence of type II endoleak (T2E) is a major concern. We have introduced a new method to embolize the lumber arteries during endovascular aneurysm repair (EVAR) and achieved favorable results. October 2015, we have adopted prophylactic n-butyl cyanoacrylate-lipiodol (NL) injection into the aneurysmal sac (AS) during EVAR. In advance of EVAR, inferior mesenteric artery coil embolization also minimized the risk of NL leak into the inferior mesenteric artery. We divided patients into two groups, 126 patients treated without NL injection as the control group (January 2013-September 2015) and 39 patients treated with NL injection as the NL group (October 2015-December 2017). NL was prepared by mixing n-butyl cyanoacrylate and lipiodol at a ratio of 1:6 or 1:9. For the NL injection, the KMP catheter was placed into the AS from the contralateral side of the femoral artery during EVAR. No type I or type III leak was confirmed by completion digital subtraction angiography. After direct sac angiography to verify the location of the patent lumber artery, NL was injected into the AS through the catheter in the amount of 5 to 10 mL. The incidence of T2E at 7 days and the AAA sac diameter at 6 months after EVAR were evaluated by enhanced and plain computed tomography, respectively.
Results: The incidence of T2E at 7 days was significantly reduced in the NL group (NL group, 2.6%; control group, 24.7%; P ¼ .001). The incidence of T2E at 7 days was lowered from 27% to 6.2% in Endurant, from 23.3% to 0% in Excluder, from 10.5% to 0% in Powerlink, and from 22% to 0% in Aorfix cases after NL injection. There was no NL injection-related complication and secondary intervention in the NL group. AAA sac shrinkage 6 months after EVAR was larger in the NL group (2.10 6 2.1mm) compared with the control group (1.38 6 3.23; P ¼ .04).
Conclusions: Prophylactic NL injection into the AS during EVAR might be useful and safe to diminish T2E and has a trend to induce aneurysmal shrinkage after EVAR.
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Follow-up Results of Arterial Reconstructions With Cryopreserved Arterial Allografts: Infected Abdominal Aortic Aneurysm and Aortic Prosthesis Infection
Seon-hee Heo, Young-wook Kim, Shin-young Woo, Yang-jin Park. Samsung Medical Center, Seoul, South Korea
Objective: An advantage of cryopreserved arterial allograft (CAA) is resistance to reinfection compared with prosthetic graft. However, graft-related complications (GRCs), such as an early postoperative graft rupture and late degenerative change of the CAA, have been reported with various frequencies. We report our follow-up results of in situ aortoiliac reconstructions with CAA for patients with aortic or aortic prosthesis infection.
Methods: A prospectively maintained database of patients who underwent abdominal aortic reconstruction with CAA during the period between May 2006 and October 2017 was retrospectively reviewed. CAAs were available for use after ABO blood type and size matching from the tissue bank of our institution. For patients who required aortoiliac reconstruction, we used composite CAA grafts. For all patients, pedicled omentum was used to cover the CAA grafts. We stopped antibiotic medication when infection biomarkers returned to normal values. We investigated clinical presentation of the patients, surgical indications, and procedural details of the aortic reconstructions and follow-up results including morphologic change of the CAA, GRCs, and causes of death. Patient survival and event (death, reintervention for the CAA)-free survival were calculated using the Kaplan-Meier method.
Results: During the past 11 years and 5 months, 38 patients (median age, 69.5 years; interquartile range, 61.8-74.5 years; male, 89.5%)
